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D1218 1 Continued From page 30 



Review of facility folder holding the resident's 
record revealed the resident expired on 

■ f Sf,?« mber 2 ?' 2m - °on«nu«l medical record 
: review revealed no nursing notes to document 
| events leading up to the resident's demise or the 
| date and time of discharge from the facility. 

| During Interview on May 18, 201 1, at 2:45 am fn 

; ^™rrned documentation was not present to 
I cranry discharge information. 

j COMPLAINTS 24094, 24798, 25151, & 28013 

D1222j 1200-0*25,12 (4) Resident Records 

! (4) An ACLF shaJi complete a written 
dS fll ( ? S resWent t0 b * inducted by a 
I £SS2.?i nwmber within a t'm^eriod 

j sev «n*y-two (72) hours after admission. 

\ This Rule is not met as evidenced by 

f he feet My felted to conduct and /or document a 

- recent assessment for two (#9, #29 j of 
; thirty-five residents reviewed. 

■ The findings included: 

• admitted to the facility on June 26, 2009 
Continued medical record review revealed no 

' !3£ !2- 8 f e ^ ment ! t0 de * e ™ne the functional 

■ capabilities of the resident were present in the 

■ record ■ 

srr-rr — I Mecflcaf reco rd review reveated resident jk?q ^ ; 
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Compiaints 24094, 24796, 25151, 
& 26013 

1200-08-25.12 (4) 
Resident Records D1222 

Administrator and/or designee 
wilt audit new admissions to 
ensure resident assessments are 
conducted prior to or no later 
than 72 hours after resident is 
admitted to the facility and will 
ensure assessment Is accurate 
and complete for each individual 
resident being admitted into the 
facllrty. 

Resident #S wellness director 
and/or designee shall ensure 
current assessment is present in 
the chart by 06/30/2QU. 
Resident #29 wellness director 
and/or designee shall ensure 
current assessment is present m 
the chart by 06/30/2011. 
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admitted to the facility on May 27, 2008 

undated Resident Assessment which was 
: L n ? ) !?? ,et ? as ^ as a monthly assessment 
j dated April 8, 2011, which was also incompL. 

! m«t£" te ^ orT ^ 18 « 2 ™. at2:45 p.rr, in 

Diaoif 1200-08-25,13(1) Reports 

; (V Unusuaf events shall be reported to the 

' D ffST ent of Hea,tn by the ACLF In accordance 
| wrth T.CA §§ 68-11-211, et seq. C ° rdanCe 

This Rule is not met as evidenced by 
■ ; 7^Z n memcai ***** revi€w . fecWh incident 

= Um? 5 ^«' r lS an | e 2 mte invoJvifl 9 re ife to The 
f (#12, #2S ) of thirty-five residents reviewed. 
f ; The findings included: 

Medical record review revealed resident #12 wa* 
present in the facility on F*nE£5 2009 
2!*S to "j"* ■dmtatoS form which 
stated the resident had a history of Hypertension 
Dementia. Hyperemia, COPE )\cSt ' 

: Continued medical record review revealed no 
i the facf% before December 1, 2009. 

Slf niS? rd L rev, ' ew reveafed no <™sing notes j 

■ £S2 E? em £ r 1 1 2009 < and no other medical 
record before that date. Com mon ^ 
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1200-08-25-.I3 (!) 
Reports D1301 

Administrator and/or designee 

will report all unusual 
occurrences using URIS reporting 
system 3s required and outlined 
in the regulations. 

Complaints 24573 & 26005 
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O1301 1 Continued From page 32 

I ? f a nure(n 9 n °te ^ted December 

f order e d • further medical record review of an 
i x-ray dated December 2, 2009, reveaied ".. right 

1 S r f- ar m With noacute osseus (bony) abnormality 
j or significant mafafignment". y 

j Review of facility incident reports reveafed no 
5 l nt ? port ? Scribing these findings and no 

j mvestfgabon of possible abuse. Review of 

i Unusual incident Reporting System (UIRS) data 
for 2009 reveafed this incident was not reported 

j as possible abuse. 

i 

J »rlm£S|7 C 2!! C ' ^ reV6a,ed residen * «? Was , 

; admitted to the facility on September 30, 2007 

1 SSESf* «' d,8n1 ' Demen «a. and Neurogenic < 

. June 28, 2009, reveafed me resident used a 
j wamer for ambulation; was independent with 
■{ transfers and toileting; required assistance wfth 

j fEfIS reqU l re f 8u Pwhton with bathing; was 
. alert and onented, 

■ ! SSSlf , I ndatod °«ters revealed 

! the resident was to receive Larrtus Insulin 36 
; units every morning and the sliding scafe was to 
: i^ui^^i^ Wood , susar 150 • 200 8 fv « 6 units I 

: 2? 8r j27 "- 350 9ive 16 units insu,in ; Wood sugar 

; 351 - 400 give 20 units insulin; blood sugar 

■ greater than 401 give 24 units insuPn. i 

! Re Y^ w of fac % documentation reveaied the 
; resfdent recewed the wrong type of insulin and 
suffered a reaction. Contfnued review revealed 
i the resident was transferred to the hospital on 
; Octobers 2009, and expired on October 14 



PROVIDER'S PLAN OF CORRECTION 
„ tfaCH CORRECTIVE ACTION SHOULD 8E 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 



(X5J 
COMPLETE 
DATE 



Division of Health Care Fscflitfes 
STATE FORM 



me 



SG4J11 



IfoonhmaUon sties! 33 of 34 



PAGE 3/4 * RCVD AT 9/19/2012 6:36:30 PM [Central Daylight Time] * SVR:NAS-LCLFAX2/3 * DNIS:8093 * CSID:96158715728 * DURATION (mm-ss):00-57 



09/19/2012 WED 18:18 FAX 96158715728 



0004/004 



(21035/035 



Division of Hn a |th care Ririi ftt- 



STATEMENT OF OEFKJlENCIES 
AND PLAN OF CORRECTION 



NAME OF PROVIDER OR SUPPLIER 
CARESTONE AT RIVERGATE 



W) PROWOBVSypPLIER/CLfA 

IDENTIFICATION NUMBER: 



PRINTED: 05/31/2011 
FORM APPROVED 



_TWPtS3766 



(X«JID j 
PREFIX 1 
TAG 



{X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING, ~~ 



REGULATORY OR LSC IDENTIFYING INFORMATION) 



STREET AOGRESS. CITY, STATE, ZtP CODE _ 
94 TWIN HILLS DRIVE 
MADISON, TN 37115 



(X$DATESUft\i£Y 
COMPLETED 



05/18/2011 



Dt30i j Continued From page 33 

j * evIew of UIRS for 2009 revealed no 

! re°S mat, '° n th ' S hcWem Was reported as 

* wheeftfiair went down a flight of stairs 

I ^ent sustained a fractured neck 

■ ; S^JT&T^ the~t was 
= buS j! 6 fec %* a halo brace In place 
: expi?S P6d com P ,fca ^ h the hospital and 

* the resitfent ' s as well as 

j Review of the UIRS for 2010 revealed no 
I teunM this incident wa^t^as 

i COMPLAJNT 24S73 & 26005. 



JMsfonof HeaKh Cars FacffltiK 
STATS FORM 



ID 
PREFIX 
TAG 



D1 301 



PRW^R'S PLAN OF CORRECTION 
/J^ H w £ 0RRECTiVE AC ™N SHOULD B£ 
CROSS-REFERENCED TO THE APPROPRWTE 
DEFICIENCY} 



COMPLETE 
DATE 



SG4J11 



if cwitujwaiiw) sheet 34or&4 



PAGE 4/4 * RCVD AT 9/19/2012 6:36:30 PM [Central Daylight Time] * SVR:NAS-LCLFAX2/3 * DNIS:8093 * CSID:96158715728 * DURATION (mm-ss):00-57 



